The basal joint of the thumb is one of the most frequent sites for osteoarthritis, particularly in women. In a random sampling, radiographs of one in six women in Leigh, Lancashire between the ages of 54 and 65 had moderately advanced osteoarthritic changes at the thumb trapezio-metacarpaljoint (Kellgren and Lawrence, 1958) . Fortunately many of these women were not symptomatic at the time; however, the frequency of stiff painful basal thumb joints in the general population has been a major stimulus for a proliferation of reconstructive procedures for this crucial articulation.
Current treatment recommendations for advanced trapezio-metacarpal arthritis, recognised radiographitally by a loss of joint space, debris (osteophytes or loose bodies) exceeding 2 mm. in size and/or subchondral cystic changes (stage III of Eaton and Glickel, 1987) vary widely. Surgical options range from arthrodesis or total joint replacement to resurfacing procedures with or without ligament stabilisation or suspension. In the past, trapezio-metacarpal degeneration with extensive osteophyte formation was often labelled "pan-trapezia1 arthritis" and replacement of the trapezium was recommended. A tendency to over-reading such thumb radiographs was recognised in the radiographic/anatomic studies of North (1983) which demonstrated that when cadaver specimens having radiographic "pan-trapezia1 disease" were dissected, only the metacarpal and the scaphoid facet of the trapezium were actually involved. Based on this study it is apparent that only trapezio-metacarpaljoint reconstruction is required for patients with symptomatic arthritic changes at the base of the thumb unless there is obvious radiological involvement of the scapho-trapezia1 joint (Kornstein et al., 1990) .
Fortunately the majority of the diverse procedures advocated for arthritis of this joint achieve complete or nearly complete relief from pain, but the ideal basal joint reconstruction should fulfil several additional requirements. It should be technically simple to perform, be "patient-friendly" (i.e. require brief immobilisation with a minimum of rehabilitation) and produce minimum complications.
Abduction-extension osteotomy of the thumb metacarpal could be such a procedure. It is being reintroduced almost 20 years after Wilson's original description in 1973. Wilson's original as well as the paper by Molitor and his colleagues in this issue report on major relief from pain. It is unfortunate, however, that the results have not been analysed as thoroughly as in most reports of the more complex trapezio-metacarpal joint reconstruction procedures; particularly lacking are the pre-and post-operative radiographs needed to document the stage or degree of degeneration of the joint.
Nonetheless the simplicity of the procedure, the almost non-existent complications and the reported dramatic relief of pain are indeed impressive.
Considering that joint pain is largely caused by chronic synovitis secondary to degenerated joint surfaces, how can a simple remote osteotomy achieve such dramatic pain relief? The studies of Pellegrini et al. (1990) at the University of Rochester in New York may provide a significant insight into this question as well as into the natural history of trapezio-metacarpal joint degeneration. These studies have confirmed the long-held clinical impression that the earliest degenerative changes occur on the volar contact surfaces of the joint between the trapezium and first metacarpal. The dorsal cartilage surfaces are not involved until late in the process. They demonstrated that with abduction-extension osteotomy there is a dorsal transfer of axial compression from the volar or central cartilage areas to the dorsal articular surfaces. However, no shift in axial transmission was found in end-stage disease, which was manifest by a preexisting total surface contact pattern. Pellegrini's investigations suggest that abduction-extension osteotomy would be an ideal operation for patients with early-tomoderately advanced osteoarthritis, who are beyond benefit from simple stabilisation by volar ligament reconstruction yet still have some dorsal cartilage intact. The osteotomy procedure is simple and should offer significant pain relief; furthermore it would not preclude subsequent resurfacing procedures should the pain recur.
Most of the patients in the series reported by Molitor et al. are described as having adduction deformities. In a flexed and adducted position, the metacarpal may be partially subluxed dorsally or at least not be in full contact with the dorsal trapezium, thus sparing further wear on this apparently important surface. One must wonder whether the osteotomy would be successful in patients with advanced osteoarthritis who did not have an adduction deformity, and whether thumb function would be compromised by an abduction-extension osteotomy in a patient without an adduction deformity.
Though we may believe the clinical reports that a simple abduction-extension osteotomy will relieve pain in some patients, the present report's lack of radiographic documentation makes it somewhat difficult to accept this concept for all patients with trapezio-metacarpal joint osteoarthritis. Until pre-and post-operative radiographic evidence is available, the indications for abductionextension osteotomy should be restricted to patients with early to intermediate (stage II) arthritis. When all evidence has been reviewed, we can hope that abductionextension osteotomy may have a place in the spectrum of reconstructive procedures based on the staging of 368 THE JOURNAL OF HAND SURGERY EDITORIAL:
SURGICAL MANAGEMENT OF BASAL JOINT DISEASE OF THE THUMB osteoarthritic degeneration of this joint, positioned between volar ligament reconstruction and interposition arthroplasty (Eaton and Glickel, 1987) .
An intermediate to long-term follow-up by Sondergaard et al. of patients who have had a cemented Caffinibe prosthetic arthroplasty (Caffinikre and Aucouturier, 1979) for trapezio-metacarpal arthrosis reminds us of another method of basal thumb reconstruction. The authors wisely specify that this procedure should be considered only for arthrosis confined to the trapeziometacarpal joint (stage III) and is contra-indicated in patients with scapho-trapezia1 arthrosis (stage IV). Another contra-indication would be rheumatoid arthritis or marked osteoporosis. An important anatomical prerequisite is sufficient trapezium bone stock to seat and stabilise the cemented cup adequately.
The results of this technically fairly simple procedure, evaluated at a median of ten years after operation, seem acceptable as far as pain relief, mobility and stability are concerned. However, the average post-operative pinch strength, a single determination which encompasses freedom from pain, stability and patient usage, was somewhat less than the pinch strengths reported after other types of arthroplasty (Amadio et al., 1984; Eaton et al., 1985; Burton and Pellegrini, 1986) . Of the 20 patients reported, 17 were retired and had low demands on their hands. Only two of the other three patients were working at occupations with average or above-average demands.
Unfortunately, the Caffinibre prosthetic arthroplasty is not without problems. Reported complications leading to revision range from 14 to 32% (Wyss and Segmuller, 1980; August et al., 1984; Caffinibre and Rothe, 1985; Boeckstyns et al., 1989; Hamlin, 1991) . This must be weighed against the arthroplasty's relative simplicity when selecting a procedure from the plethora of arthroplasty procedures for the osteoarthritic trapezio-metacarpal joint.
As with the abduction-extension osteotomy, the principal appeal of the cemented Caffini6re prosthesis is its relative simplicity, brief immobilisation and simple rehabilitation. It would seem to be a reasonable surgical option for relieving intractable pain for patients with advanced arthrosis who have a large and intact trapezium and low functional demands on their hands and whose special needs include brief immobilisation and simple rehabilitation. 
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